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inTrODUCTiOn
In 1922 the island of Ireland was partitioned into 
Northern Ireland (NI) and Ireland. The last census to 
be undertaken of the island as a whole was in 1911 
and the last all-Ireland Registrar General’s report was 
in 1921. Since then each jurisdiction has produced 
separate demographic statistics, separate recording 
of vital registration events and health policy has 
developed along separate lines. 
 
There has been a realisation in recent years that the 
respective health strategies have much in common 
and that it made sense for such close neighbours to 
share information and see what could be learnt from 
the others’ experiences. This is particularly so in the 
field of health inequalities which is now a priority 
for both governments. Research into inequalities 
in health has been slow to develop on the island1 
and it has been suggested that the health status of 
Ireland’s diaspora has probably been better studied 
than those who remained behind.2 Research has 
also progressed on independent, albeit parallel 
lines within the two jurisdictions and there has 
been a noticeable paucity of studies that have 
attempted to compare and contrast the relative 
health of the two populations or the magnitude 
and relative distribution of health inequalities. This 
has been due to a combination of methodological 
difficulties, differing perspectives and, initially, a 
lack of political will. 
Obtaining comparable data for socio-economic 
and health indicators has been a major problem 
for researchers. NI has tended to follow the UK and 
use deprivation indicators such as the Townsend3 
or Carstairs;4 Ireland has developed a modification 
of these that is quite distinct from either.5 
Alternatively, researchers in Ireland sometimes 
also use the proportion of GMS patients as a proxy 
for low income, but this has no equivalent in NI 
where, as in the rest of the UK, all services are free 
at the point of delivery. It was only recently that a 
comparison of mortality by cause, sex and socio-
economic status in Ireland and NI was attempted 
though the researchers experienced difficulties 
with data incompatibilities at all stages, occupation 
classifications proving particularly troublesome.6 
The respective Cancer Registries, because they are 
conforming to internationally agreed definitions and 
protocols, have been able to collate their findings and 
produce an all-Ireland report on the incidence and 
mortality from cancer.7 
Morbidity data are more relevant to public health8 but 
present the greatest dearth of comparable studies.9 A 
good example of the lack of coordination and missed 
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opportunities for North/South comparative work is 
the parallel development of health surveys. The SLÁN 
survey in Ireland10 and the Health and Wellbeing 
Survey in NI11 (modelled on the Health Surveys in 
England12) used completely different questionnaires 
and contrasting survey methods.
The development of health information systems 
with standardisation of datasets is seen as 
prerequisite for integrating public health within the 
European arena.13 However, recent reports on cross-
border cooperation in health services14 and mental 
health and social wellbeing15 have highlighted the 
absence of harmonized datasets, which is one of 
the obstacles to collaboration. Within the health 
inequalities arena this means that socio-economic 
and health status of the population be assessed 
using exactly the same measurement tools, which 
in the absence of harmonized existing datasets, 
requires a dedicated study. 
The aim of this paper is to report on an analysis of 
data from such a dedicated survey that was carried 
out simultaneously in Ireland and NI using the same 
questionnaire and survey methodology.
MeTHODs 
The data for this study was collected as part of a 
larger study comparing aspects of the primary care 
systems in the two jurisdictions. The first part of 
that study involved conducting a baseline survey of 
the health and socio-economic status of patients in 
selected practices. It is an analysis of these data that 
forms the basis for the current paper. 
Twenty practices were selected in Ireland to provide 
a representative mix of national practice according 
to location (rural, small town, city) and practice size 
(one of three groups based on whole-time-equivalent 
GPs principals).16 Practices in NI were then classified 
according to these criteria and a random selection 
of twenty practices drawn to match those in Ireland. 
A random selection of 625 patients were selected 
from the patient lists of each practice in Ireland 
and NI including no more than two people from a 
household. Randomisation was based on computer 
generated random numbers. The survey was preceded 
by a personalised letter from the patient’s GP and 
non-responders were sent two reminders, the second 
containing another copy of the questionnaire. Parents/
guardians were asked to complete questionnaires on 
behalf of patients aged less than 16 years old. Mailing 
took place during October and November 2003. 
Box 1 —
HEALTH QUESTIONS 
USED IN THE SURVEY
LLTI 
Do you have any long-term illness, health 
problem or disability which limits your daily 
activities or the work that you do? Include 
problems that are due to old age. 
Responses:   Yes:   No
GENERAL HEALTH 
In general, would you say your health is: 
Excellent; very good; good; fair; poor.
CASE-FINDING FOR DEPRESSION
Q1. During the past month, have you often felt 
bothered by feeling down, depressed or 
hopeless?  Responses:   Yes:   No
Q2. During the past month, have you been 
bothered by having little interest or pleasure 
in doing things?  Responses:   Yes:   No
The selection of variables for inclusion into the 
questionnaire was informed by those factors which 
previous studies had demonstrated to be important 
determinants of GP attendance. In addition to the 
usual demographic variables, an array of socio-
economic data was collected based on questions 
asked in the UK 2001 census. This included car 
ownership (categorised as no car, one or more car, 
two or more cars); tenure (dichotomised into renting 
and non-renting) and academic attainment (three 
levels of educational attainment; primary school 
only, secondary level, and tertiary level were used to 
accommodate differences in academic qualifications 
in Ireland and NI). The survey also captured data 
relating to gross annual household income, the 
question being identical to the one initially proposed 
for the 2001 UK census. Income from all sources 
was assessed, including earned income, pensions, 
benefits, allowances, interest or annuities etc., 
with no deductions for taxes, national insurance 
contributions, etc. Respondents were asked which 
of fourteen income bands (in pounds or Euros) best 
represented their household income. 
Health measures included the limiting long-term 
illness (LLTI) and general health questions and two 
questions on depression (see Box 1). The LLTI question 
was identical to that used in the UK 2001 census. The 
general health question has been used in both of the 
SLÁN surveys and also the Health Survey in England. 
Limitations on space and a desire to keep responder 
burden to a minimum precluded the inclusion of a 
more recognised measure of mental health status 
such as the GHQ1217 and so we used a two-question 
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instrument that has been recommended for use in a 
primary care setting as an aid for detecting patients at 
high risk of depression.18 Only adult respondents were 
asked to complete the two mental health questions.
A series of logistic regression analyses were 
undertaken to examine the relationship between 
each of the three measures of self-reported health 
and demographic and socio-economic factors within 
each jurisdiction. A final set of regression analyses 
was undertaken for the Island as a whole with 
jurisdiction entered as a covariate to compare the 
health of the respondents in Ireland and NI. 
resUlTs
The overall response rate was 52% (Ireland=50%, 
NI=54%). In Ireland almost 10% (1195) of the sample 
was returned as ‘undeliverable mail’ and were 
excluded from the study. In NI the figure was only 
3% (398). The high rate of undeliverable mail was 
most likely due to the difficulties of maintaining up-
to-date patient addresses in Ireland. For this reason, 
although the response rates were relatively similar, 
the number of respondents in NI was notably larger 
(6579) than in Ireland (5291). Respondents in Ireland 
and NI had a similar demographic profile (Table 1), 
though there were a slightly greater proportion of 
people who were never married in Ireland. Over 80% 
of people in both jurisdictions owned their own 
house and had access to at least one car, though 
the proportion renting or without a car in Ireland 
was almost twice that in NI. This may by partially 
explained by the greater proportion of city dwellers 
amongst the Irish sample. 
The age-specific rates of LLTI and poor general health 
were generally higher in NI than in Ireland (Figure 1) 
with the differences more marked for poor general 
health. The prevalence of depression does not vary 
greatly with age in either jurisdiction but, in NI, 
appears highest between the ages of 35 and 54. 
The results of the separate logistic regression 
analyses with each of the three health indicators 
as dependent are shown in Table 2. A second series 
of analyses, stratified by sex within jurisdiction was 
also undertaken but, as there were few differences, 
these are reported in the context of the overall results. 
The expected sharp increase in the likelihood of LLTI 
and poor general health with age was seen in both 
jurisdictions, though the gradients were more marked 
in NI than in Ireland. Men in both Ireland and NI 
showed greater age-related increases in the likelihood 
Table 1
BASIC DEMOGRAPHIC, SOCIAL AND SOCIO-ECONOMIC 
CHARACTERISTICS OF THE RESPONDENTS IN IRELAND 
AND NI
NI IRELAND
RESPONDENTS 5143 4175
AGE MEAN (SD) 47.9 (18.1) 47.7 (18.3)
SE
X Men 2985 (45.5%) 2297 (43.7%)
Women 3574 (54.5%) 2965 (56.3%)
M
A
RT
IA
L 
ST
AT
U
S
Single 1080 (21.4%) 1072 (26.0%)
Married 3303 (65.3%) 2534 (61.5%)
Sep/widowed/Div. 672 (13.3%) 517 (12.5%)
CA
R 
O
W
N
ER
SH
IP 0 496 (9.7%) 711 (17.2%)
1 2000 (39.1%) 1673 (40.4%)
2+ 2613 (51.1%) 1760 (42.5%)
TE
N
U
RE Not renting 4363 (85.5%) 3346 (80.9%)
Renting 742 (14.5%) 790 (19.1%)
ED
U
CA
TI
O
N
 
AT
TA
IN
M
EN
T Primary level 1520 (31.1%) 1216 (30.4%)
Secondary level 2189 (44.5%) 1706 (42.7%)
Tertiary level 1182 (24.2%) 1072 (26.8%)
LO
CA
TI
O
N
Rural 1893 (37.3%) 1424 (34.5%)
Small town 973 (19.2%) 452 (11.0%)
Large town 1528 (30.1%) 1048 (25.4%)
City 682 (13.4%) 1199 (29.1%)
IN
CO
M
E 
BA
N
D
Lowest 759 (15.6%) 926 (23.3%)
2nd 741 (15.2%) 615 (15.5%)
3rd 659 (13.5%) 545 (13.7%)
4th 974 (20.2%) 691 (17.4%)
5th 884 (18.1%) 573 (14.4%)
6th 642 (13.2%) 459 (11.6%)
Highest 222 ( 4.5%) 157 ( 4.0%)
of poor general health than women. The association 
between age and depression was markedly different 
to that of the other two health indicators. After 
controlling for other socio-demographic factors, in 
Ireland there was a gradual decline in the prevalence 
of depression with age for women, such that a woman 
aged 75 or over was only half as likely to suffer from 
depression as one aged 16-24. A marked increased 
likelihood of depression in middle age was evident for 
both sexes in NI and for men in Ireland.
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People with lower educational attainment and of 
lower socio-economic status were more likely to suffer 
from poorer health however measured, though the 
relationship with indicators of material deprivation 
varied somewhat between jurisdictions and according 
to the measure of health status. Tenure was more 
strongly linked with LLTI and poor health in NI than 
in Ireland, though for depression the converse was 
true. Educational attainment was more predictive 
of poor health in Ireland. Household income levels 
were strongly linked to health status with similar 
steep gradients evident in both jurisdictions. The 
slightly more muted relationship between income 
and likelihood of depression in Ireland was due to the 
virtual absence of an association between income and 
depression for Irish women.
Table 3 shows the results of the final regression 
models for the island of Ireland as a whole. As the 
data are combined, the odds ratios here are almost 
an average of those presented earlier. Women were 
respectively 22% and 23% less likely to have a LLTI or 
to have poor general health and 30% more likely to 
suffer from depression. When age, gender and socio-
economic factors had been considered, there was 
no significant association between marital status 
and the prevalence of LLTI though single people 
reported better general health and less depression 
while widowed, separated or divorced respondents 
had poorer general health and more depression. The 
main point of interest of this table is the comparison 
of health status in the two jurisdictions, which 
shows NI to be in the less favourable position. All 
other things considered, respondents in Ireland were 
21% (95% confidence intervals 12-29%) less likely to 
have a LLTI, 36% (95%CI 28-43%) less likely to report 
poor general health and 10% (1-18%) less likely to 
suffer from depression, than people in NI. 
DisCUssiOn
To the authors knowledge this is the first time 
that the same questions have been asked to 
assess both socio-economic status and health 
in a large-scale survey in both jurisdictions, 
thereby obviating problems of comparability and 
contemporaneousness. The shortcomings of the 
study should be acknowledged. The response 
rate raises concerns about response bias and the 
representativeness of the results to the wider 
population. Inaccuracies in the GP lists, which were 
used as the sampling frame, may have contributed 
to the low response rate, especially in Ireland where 
there is no universal registration and therefore it 
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Figure 1 —
VARIATIONS IN 
PREVALENCE OF 
LLTI, POOR GENERAL 
HEALTH AND 
DEPRESSION BY AGE 
IN IRELAND AND NI
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Table 2
THE ASSOCIATION BETWEEN HEALTH AND DEMOGRAPHIC, SOCIAL AND SOCIO-ECONOMIC FACTORS FOR EACH 
JURISDICTION SEPARATELY. DATA REPRESENTS THE RESULTS OF MULTIPLE LOGISTIC REGRESSION ANALYSES (ODDS 
RATIOS AND 95% CONFIDENCE INTERVALS) WITH HEALTH MEASURES AS THE DEPENDENT 
LLTI GENERAL HEALTH ‘POOR’ DEPRESSION *
N. Ireland Ireland N. Ireland Ireland N. Ireland Ireland
AGE P< 0.001 P< 0.001 P< 0.001 P< 0.001 P< 0.001 P= 0.011
16-24 1.00 1.00 1.00 1.00 1.00 1.00
25-34 1.7 (1.1, 2.6) 1.2 (0.8, 1.8) 1.8 (1.1, 2.9) 1.2 (0.7, 2.1) 1.4 (1.0, 1.8) 0.9 (0.7, 1.2)
35-44 2.4 (1.6, 3.6) 1.4 (0.9, 2.1) 2.8 (1.8, 4.5) 1.7 (1.1, 2.8) 1.8 (1.3, 2.4) 0.9 (0.7, 1.3)
45-54 3.4 (2.3, 5.2) 1.9 (1.3, 2.8) 4.7 (2.9, 7.5) 2.4 (1.5, 3.9) 1.7 (1.2, 2.2) 0.9 (0.7, 1.2)
55-64 5.5 (3.6, 8.3) 3.2 (2.2, 4.7) 6.4 (4.0, 10.3) 4.1 (2.5, 6.7) 1.2 (0.8, 1.6) 0.7 (0.5, 0.9)
65-74 6.1 (3.9, 9.4) 4.8 (3.2, 7.2) 6.5 (4.0, 10.6) 4.7 (2.8, 7.7) 0.8 (0.5, 1.1) 0.6 (0.4, 0.9)
75+ 9.5 (6.0, 15.1) 6.1 (3.9, 9.4) 7.2 (4.3, 11.9) 4.6 (2.7, 7.8) 0.8 (0.6, 1.2) 0.6 (0.4, 0.9)
SEX P= 0.002 P= 0.001 P= 0.073 P= 0.150 P= 0.001 P<0.001
Male 1.00 1.00 1.00 1.00 1.00 1.00
Female 0.78 (0.69, 0.92) 0.77 (0.65, 0.90) 0.87 (0.74, 1.01) 0.87 (0.73, 1.05) 1.24 (1.01, 1.41) 1.37 (1.19, 1.58)
MARITAL STATUS P = 0.171 P = 0.716 P= 0.236 P= 0.237 P= 0.902 P= 0.003
Single 1.00 1.00 1.00 1.00 1.00 1.00
Married 1.26 (0.98, 1.60) 0.91 (0.72, 1.15) 1.25 (0.96, 1.63) 1.24 (0.95, 1.62) 1.00 (0.82, 1.23) 0.96 (0.79, 1.17)
Sep/Wid/Div 1.26 (0.94, 1.68) 0.97 (0.71, 1.31) 1.22 (0.90, 1.66) 1.28 (0.92, 1.77) 1.05 (0.81, 1.36) 1.45 (1.10, 1.90)
TENURE P= 0.002 P= 0.782 P< 0.001 P= 0.343 P= 0.237 P< 0.001
Not renting 1.00 1.00 1.00 1.00 1.00 1.00
Renting 1.42 (1.14, 1.76) 0.97 (0.77, 1.21) 1.71 (1.37, 2.14) 1.29 (0.88, 1.45) 1.13 (0.92, 1.38) 1.46 (1.12, 1.77)
EDUCATION P= 0.305 P= 0.032 P= 0.001 P<0.001 P= 0.144 P= 0.002
Primary level 1.00 1.00 1.00 1.00 1.00 1.00
Secondary level 0.89 (0.74, 1.06) 0.86 (0.71, 1.05) 0.69 (0.57, 0.82) 0.71 (0.58, 0.86) 0.97 (0.82, 1.15) 0.80 (0.67, 0.95)
Tertiary level 0.86 (0.68, 1.07) 0.72 (0.56, 0.92) 0.54 (0.42, 0.69) 0.45 (0.34, 0.61) 0.83 (0.68, 1.02) 0.69 (0.56, 0.86)
CAR AVAILABILITY P= 0.08 P= 0.006 P= 0.004 P= 0.001 P= 0.002 P= 0.085
0 1.00 1.00 1.00 1.00 1.00 1.00
1 0.88 (0.67, 1.14) 0.80 (0.63, 1.00) 0.93 (0.72, 1.22) 0.72 (0.57, 0.92) 0.83 (0.65, 1.06) 0.84 (0.68, 1.04)
2+ 0.74 (0.55, 0.99) 0.64 (0.49, 0.84) 0.69 (0.51, 0.94) 0.57 (0.42, 0.76) 0.66 (0.51, 0.87) 0.76 (0.60, 0.97)
INCOME BAND P< 0.001 P< 0.001 P< 0.001 P< 0.001 P< 0.001 P< 0.001
Lowest 1.00 1.00 1.00 1.00 1.00 1.00
2nd 0.82 (0.65, 1.04) 0.93 (0.73, 1.18) 0.74 (0.59, 0.94) 0.79 (0.61, 1.01) 0.81 (0.64, 1.01) 1.08 (0.86, 1.35)
3rd 0.52 (0.40, 0.67) 0.63 (0.48, 0.83) 0.43 (0.33, 0.57) 0.60 (0.45, 0.80) 0.59 (0.47, 0.76) 0.83 (0.65, 1.06)
4th 0.44 (0.34, 0.57) 0.49 (0.37, 0.65) 0.40 (0.30, 0.52) 0.41 (0.30, 0.56) 0.49 (0.39, 0.62) 0.72 (0.56, 0.91)
5th 0.39 (0.29, 0.52) 0.49 (0.36, 0.68) 0.39 (0.29, 0.53) 0.34 (0.23, 0.50) 0.42 (0.32, 0.54) 0.59 (0.45, 0.78)
6th 0.23 (0.16, 0.33) 0.55 (0.39, 0.78) 0.23 (0.18, 0.34) 0.23 (0.14, 0.37) 0.38 (0.28, 0.51) 0.61 (0.45, 0.83)
Highest 0.19 (0.10, 0.29) 0.24 (0.12, 0.46) 0.23 (0.13, 0.40) 0.13 (0.05, 0.38) 0.29 (0.19, 0.44) 0.52 (0.33, 0.80)
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Table 3
THE ASSOCIATION BETWEEN HEALTH AND DEMOGRAPHIC, SOCIAL AND SOCIO-ECONOMIC FACTORS FOR THE WHOLE 
ISLAND OF IRELAND. DATA REPRESENTS THE RESULTS OF MULTIPLE LOGISTIC REGRESSION ANALYSES (ODDS RATIOS AND 
95% CONFIDENCE INTERVALS) WITH HEALTH MEASURES AS THE DEPENDENT
LLTI GENERAL HEALTH ‘POOR’ DEPRESSION 
AGE P< 0.001 P< 0.001 P< 0.001
16-24 1.00 1.00 1.00
25-34 1.45 (1.09, 1.92) 1.50 (1.05, 2.14) 1.15 (0.94, 1.40)
35-44 1.89 (1.42, 2.50) 2.29 (1.63, 3.22) 1.34 (1.09, 1.65)
45-54 2.64 (1.99, 3.49) 3.55 (2.54, 4.98) 1.23 (0.99, 1.52)
55-64 4.32 (3.25, 5.73) 5.33 (3.80, 7.49) 0.91 (0.73, 1.13)
65-74 5.41 (4.02, 7.28) 5.72 (4.03, 8.12) 0.68 (0.53, 0.86)
75+ 7.75 (5.65, 10.64) 6.04 (4.19, 8.70) 0.71 (0.54, 0.92)
SEX P< 0.001 P= 0.017 P<0.001
Male 1.00 1.00 1.00
Female 0.78 (0.70, 0.87) 0.87 (0.77, 0.97) 1.30 (1.18, 1.42)
MARITAL STATUS P = 0.555 P = 0.045 P= 0.021
Single 1.00 1.00 1.00
Married 1.08 (0.91, 1.28) 1.26 (1.04, 1.52) 1.00 (0.86, 1.15)
Sep/Wid/Div 1.12 (0.91, 1.37) 1.26 (1.01, 1.57) 1.24 (1.03, 1.49)
TENURE P= 0.022 P< 0.001 P< 0.001
Not renting 1.00 1.00 1.00
Renting 1.20 (1.03, 1.40) 1.42 (1.20, 1.67) 1.28 (1.12, 1.47)
EDUCATION P= 0.012 P< 0.001 P= 0.002
Primary level 1.00 1.00 1.00
Secondary level 0.87 (0.76, 0.99) 0.70 (0.61, 0.80) 0.88 (0.78, 0.99)
Tertiary level 0.79 (0.67, 0.93) 0.50 (0.42, 0.61) 0.77 (0.66, 0.89)
CAR AVAILABILITY P< 0.001 P<0.001 P< 0.001
0 1.00 1.00 1.00
1 0.84 (0.71, 0.99) 0.81 (0.68, 0.97) 0.84 (0.72, 0.98)
2+ 0.69 (0.56, 0.84) 0.62 (0.50, 0.76) 0.71 (0.59, 0.85)
INCOME BAND P< 0.001 P< 0.001 P< 0.001
Lowest 1.00 1.00 1.00
2nd 0.88 (0.75, 1.04) 0.76 (0.64, 0.90) 0.94 (0.80, 1.10)
3rd 0.57 (0.47, 0.69) 0.49 (0.40, 0.60) 0.71 (0.60, 0.85)
4th 0.47 (0.39, 0.57) 0.40 (0.33, 0.49) 0.60 (0.51, 0.72)
5th 0.45 (0.36, 0.55) 0.38 (0.30, 0.48) 0.51 (.042, 0.61)
6th 0.35 (0.27, 0.45) 0.23 (0.17, 0.31) 0.49 (0.39, 0.60)
Highest 0.20 (0.13, 0.31) 0.20 (0.12, 0.33) 0.39 (0.29, 0.53)
JURISDICTION P< 0.001 P< 0.001 P= 0.033
NI 1.00 1.00 1.00
Ireland 0.79 (0.71, 0.88) 0.64 (0.57, 0.72) 0.90 (0.82, 0.99)
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is difficult to keep patient lists current. Even in NI, 
where central monitoring of patient registration 
occurs, it is known that there are inaccuracies in 
the lists with an inflation (compared to census 
estimates) of approximately 6% and address 
inaccuracies of perhaps 20% in some practices. The 
low response rates are similar to other field studies, 
for example 53% for the 2001 SLAN survey (Friel S, 
personal communication) and perhaps reflects a 
growing disenchantment or survey fatigue amongst 
the general population. 
The study has demonstrated marked socio-economic 
gradients in self-reported health in both Ireland 
and NI. The likelihood that this represents health 
selection effects can be discounted, as it is now fairly 
well established that they have only a relatively 
minor role to play in explaining socio-economic 
gradients.19 It is difficult to know whether the 
differences in the explanatory power of the various 
indicators represents variation in the underlying 
determinants of health inequalities or, some subtle 
difference in the meaning of the indicators, as 
other studies have reported difficulties finding 
indicators that had the same understanding across 
international boundaries.20, 21 What the analyses 
do underscore is the importance of income in 
determining health status, which is in keeping with 
health inequalities research throughout Europe.22-28 
The study also shows that, when assessed using 
levels of self-reported ill-health, Ireland appears 
to be appreciably healthier than NI. This is not the 
picture that is obtained using other, ‘objective’ 
indicators of health status. Life expectancy at birth 
has been remarkably similar over the last 40 years 
in Ireland and NI29 and a comparison of all-cause 
mortality between 1989 and 1999 showed that, while 
they both compare unfavourably with the rest of 
Europe, they were 6% higher in Ireland than in NI.5 
A comparison of cancer incidence on the island of 
Ireland7 provides a mixed picture, for while incidence 
rates were very slightly higher in NI; mortality rates 
were slightly higher in Ireland. These findings may be 
due to differences in case ascertainment and/or case 
survival rates. Collectively, these objective measures 
of health suggest that the two jurisdictions enjoy 
remarkably similar levels of health, though where 
differences exist, it would appear to favour NI. There 
is therefore a dissonance between ‘objective’ and 
‘subjective’ measures of health which prompts the 
question; to what extent are these due to perceptual 
rather than ‘real’ differences?
One possibility is that self-reported measures of 
health are ‘picking up’ conditions, such as musculo-
skeletal complaints or minor psychological problems 
that are poorly reflected in mortality or cancer data. 
A comparison of national health surveys showed 
that NI has higher levels of minor psychological 
disturbance (as measured by the GHQ12) than 
the rest of the UK and (if differences in survey 
methodology are disregarded) also higher than those 
in Ireland.30 It is possible that the recent economic 
success in Ireland31 has produced a feel-good factor 
that has percolated through to produce a more 
generally favourable view of health.2 
Another possibility is that current mortality patterns 
reflect the morbidity status of previous decades but 
not current health status which is best assessed 
using the self-reported measures. If this is true then 
the better levels of self-reported health in Ireland 
now may predict a change in the trajectories of the 
relative mortality experience of the two jurisdictions.
A third possibility is that there are systematic 
differences between the two jurisdictions in the 
way that health is perceived and reported and the 
inclusion of anchoring vignettes has been proposed 
as a way of identifying and overcoming differences 
in both health expectations and reporting between 
populations.32 These describe fixed levels of health 
and responses to them can then be used to adjust the 
self ratings of health, making them more comparable 
across populations. This is something that could be 
considered as a next step before definitively concluding 
that the differences in levels of self-reported ill health 
between Ireland and NI are substantive. 
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